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2016 Self-Assessment

 The annual HCBS Self-Assessment process is currently
underway with submission to occur by December 1,
2016 as instructed on the HCBS 2016 Provider Quality
Management Self-Assessment Form 470-4547.

* The submission of the self-assessment and participation
in IME HCBS quality oversight activities is required for
certain provider types to maintain enrollment as an lowa
Medicaid provider.

« A provider who fails to maintain enroliment with lowa
Medicaid will also lose enrollment with any contracted
managed care companies.



Objectives

Overview of the Home and Community Based Services
(HCBS) Provider Quality Oversight process

Familiarize providers with updates to the 2016 Self-
Assessment

|dentify and address frequently asked questions

Provide resources for technical support



Four Methods of Provider Oversight

Self-Assessment Focused Desk Review

Provider

Oversight

Periodic On-Site

Targeted Review Review




Focused Review

The purpose is to verify the provision of quality service
delivery.

Providers are randomly selected to represent a variety of
services, provider types and geographical areas or if
Issues are identified through other quality improvement
activities.

Focused Review Topics change annually.

Outcome could result in commendations,
recommendations, corrective actions or an on-site
review.



Targeted Review

« Can be conducted as needed, either announced or
unannounced. May consist of a desk review or may be
completed on site.

« Initiated as a result of concerns arising from other quality
oversight activities including other types of reviews,
incident reports, complaints, member surveys, or referral
from other units within IME.

e Qutcome could result in commendations,
recommendations, corrective actions, or sanctions



Periodic/Certification On-Site Reviews

 Considered a “full” review.

« Evaluates evidence to support quality service delivery
by examining evidence of compliance with the Code of
Federal Regulations (CFR), lowa Code, and lowa
Administrative Code (IAC) standards.

» Periodic review occurs on 5-year cycle, certification
reviews are combined with periodic review when
possible.

e (Qutcome could result in commendations,
recommendations, corrective actions or sanctions.



Self-Assessment

« Annual self-reporting tool on standards for service
delivery for identified HCBS Medicaid providers.

— Covered services are identified in Section B of the
self-assessment

* Providers are expected to self-report on CFR, lowa
Code, and IAC requirements for specific services and
implementation of best practice recommendations and
develop corrective action plans as needed.



Self-Assessment (continued)

Part of demonstrating your on-going internal quality
Improvement process.

Opportunity to self-govern and assess outcome of future
reviews.



Due Date

By December 1, 2016

Incomplete self-assessments will not be accepted.

— A completed self-assessment will need to be
resubmitted by the provider by December 1, 2016.

Failure to submit the required 2016 Quality
Management Self-Assessment by December 1, 2016
will jeopardize your agency’s Medicaid enroliment.



New for 2016

Formatting
— Fillable PDF document, submitted via email
— Allows for electronic signatures

Removed what was previously Section C regarding

office and site locations

— New form for collecting all office and service locations
to further analyze lowa’s HCBS service settings

Expanded response options regarding HCBS settings
— Allows for service-specific responses



The 2016
Self-Assessment

*http://dhs.iowa.qov/ime/
providers/enrollment/prov

Ider-quality-
management-self-
assessment

*Save form to your
computer

Complete electronically

Read instructions
carefully

*Submit through email

m Home- and Community-Bazed Services (HCBS)
. 2016 Provider Quality Management Self-Assessment

. [ wme
= e

This form is required for entities enrofled to provide services in Section B under the
following waiversiprograms:

» Health and Disabiity = Elderly Waiwer = Brain Injury Waiver (BI)

Waiver + Chidren's Mental Hesth  «  Physical Disabdity Waiver
»  AIDSHIV Waiver Waiver {CMH) iPD)
+ Intellectusl Disabdty Waiver = HCBS Habftation Services
(0} {Hab)

Each provider i required to submat one, five-s=cton self-assessment by December 1, 2016
Incomplete self-assessments will not be accepted. This formn is 52t up as 3 fillabe pdf io be
completed and submitted via email using the “submit” buftcn located at the end of the form. For

assistance, visit the Provider Quality Management Self-Assessment”’ webpage.

Section A. Identify the agency submitting this form.

Section B. Identify the programs and sensices your agency is enrolled to prowide, I you are
uncertan which senvices you are enrolled for, contact lowa Medicasd Enterprise (IME) Provider

Sennces at B00-338-70809, option 2 or meprowidersenvicesifohs state i3 us

Section C. Sslect the response option from the "Response Opbon” column tat indicates the
most accurate response for each fem.  required areas are incomplete, the self-assezsment
will be rebumed to the agency and must be resubmitted.

Section D. Please complete and sign as directed.
Section E. Please fll out the mforrnation as reguested.

CQuestions should be drected to the HCBS Speciaiist assigned io the county where the parent
agency is located. For a complate st of HCBS Quality Owersight Unit contacts and a listof
HCBS Speciafists by region, péease go to the DHS webpage HCES Waiver Provider Contacts”

? pttpe/ fdhs. . gov I By’ rretdlicakd -a-ho -3 ichs P e - oo nEa oS
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Section A. Agency ldentification

Piease keniffy your agency by providing the folowing Information. Please type using the text entry flelds
balow.

Empiayer [T number (EIN] (9-dioisT

ADENCY Name (35 redistered to EIN Indcaied above't

Adminisraton el Tita:

Maling address: AQENCY a00ress:

LY. LEE] S a7 Y- LHE] S a5
Mame of person responsible for agency ouaity Imorovement activides: Fhone numiser; -
Tiee of person responsibie for 30ency oualty Imomvement acthvities: Fad mumibes .
LGy coordnaors emal aodress: AdminisTaors emal addness:

Ansncy website adiress:




Section A — Provider Identification
(continued)

Demographic Information
EIN = employer |D# or taxpayer |D#

Legal name, if different from name you are doing
business as(DBA)

Correct email addresses

If you have had a change in legal name or address,
complete form 470-4608 on
http://dhs.iowa.gov/ime/providers/forms




Section B. Service Enrollment

Ingicats each of the programs and comesponding s2rvices your agency |5 enrcliad 1o provids
{regardiess of whether of not these sendoas are cumently Deing provided). If your agency is not enroked
for any of the services in this saction, you are not reguired fo suomit the 2018 Provider Quaiiy
Management Sei-Assessment. If you are uncertain as to the services your agency is enmilied for,
piease contact the IME Provider Senvices a6 expiained on page one.

;

g AIDS/HIV Warver Bl Waiver CMH Waiver
[] Adult day senvices [] Adutt day serdces [] Family and community
= SUPpOr Senvices
[ Agency Consumer- [] Benavior programming
Directed Atlendant Cane [ ] -home family theragy
{COAC) [[] Agency Conswmer-
Directed Atendant Care | [] Resphe
[ Counsaiing (CDAC)
[] Respite [[] Familly counsaiing and
: training
g [l mterim Mmedical Monitoring
% and Treaiment [IMMT)

[C] Prevocational sarvices
[] Respae

] Supportad Commuusnity
Living {SCL}

[[] swpported Employment
(SE)




Section B — Service Enrollment
(continued)

« Select ALL services you are enrolled for.

* You may be enrolled for additional HCBS services not
listed in Section B. These services are not part of the
self-assessment or HCBS quality oversight process.

« Self-Assessment responses will be based on the policies
and procedures the agency utilizes for the services
indicated in Section B.



HCBS Settings Data Collection
New for 2016

* Following submission of the completed self-
assessment form, your agency will be provided with
an electronic form to submit location information
regarding all office and service settings.



Section C — State and Federal
Standards

I. Providers are required to establish and maintain fiscal accountability
IAC Chapters 78 and 79
At a minimum, all providers will maintain evidence of: | Rezsponse Options:
1. The current rate seiting system (for example, D-4s, fee [] ves [] Mo
schedules, County Rate Information System report)
2. Documentation to support planning and tracking the use of [] Yes [] Mo [] NiA
member support dollars that are incorporated into the rate for
SCL, RBSCL, home-based habilitation, and family and
community support services
3. The maintenance of fiscal and clinical records for a minimum of [] ¥es L] Me
five years

If indicating “No,” describe plan to meet the standard(s) or other reason that you are not reauired to meet the
standard(s):

If indicating “NA." vou must describe why the standard(s) are not applicable to vour agency:




Section C— State and Federal
Standards (continued)

* You must select a response for each standard. Any self-
assessments with unanswered standards or comments
will be returned and considered not complete.

— If indicating “Yes”, it means you have a policy and/or
evidence in place as required. It is not necessary to
explain your response.

— If indicating “No”, you must describe a corrective
action plan (CAP) to meet the standards

— If indicating “NA”, you must describe why the
standard(s) are not applicable to your facility.



Section C- Il. Training Requirements
New for 2016

* Providers of prevocational and supported employment
services have additional training requirements as a result
of Chapter 77 rule revisions in May 2016.

— Informational Letter 1665 provides additional
information on direct support staff training
requirements for these services

= Select a response to identify if your agency is currently
meeting the identified training requirements. If “No”,
describe the agency’s plan to meet standards.



Section C - .
Requirement B. HCBS settings

42 CFR 441-310 (c)(4) and 42 CFR 441-710

Applies to HCBS services covered by the self-
assessment.
— Responses for respite are not required due to the
nature of the service
Respond to standards “a.” through “n.” for each service
the agency is enrolled

If a service you are enrolled for is not listed under a
specific standard, you are not required to provide a
response to that standard for that service.



Requirement B. HCBS settings required for all providers
Ar a minimum, there will be evidence of: Response Options:

1. Communky Integration supoonied by:

a. The setting Is Integrated In, and faciltates the members Tull
access bo, the greater community, Including opportuniies o
seak employment and work In competitive Integrated
seftings, engage In community Iife, coninol personal
resources, and recslve services In the community, llke
memaers without disabliiies

Adult Day Services [] ¥es [ No [ nia
Agency Consumer-Direcied ABendant Care (CDAC) [] Yes [] Ma (Y
Assisted Living Senvics [ res [ o [ mua
Behavior Programming [ ves [] Mo [ wa
Counseling [] ¥es [ No mET
Day Habilltation [] ves [] No Y
Familly Counsaling and Training [] ves ] Mo [ WA
Famlly and Commurnily Support Services [] Yes ] Ha [ HiA
In-home Famlly Therapy [] ¥es [] Ha [ WA
Imterim Medical Monliorng and Treatment [IMMT] [ ves [] Ha [ Wia
Menial Health Cutreach [] ves [] Mo [ wa
Prevocational Senicas [ res [ o R
Resldential-Eased Supponed Community Living [ res [ No R
Supported Community Living (SCL) [] ves [] No [ A
Supported Employmient (SE) [] ¥es ] Ma [ WA
HaDlination Services e

Diay Habilltation [ ves [] Ma [ Wia
Home-based Hablitaion [ Yes [] Ha [ HiA
Pravocational Habitation [ ves [1 mNo [[1ous
Supported Emiployment Habllitation [ res [ uo [ mua

If Indicating “Mo,” describe plan to mest the standardis) or other reason that you are not required 1o meet the

standard(s):

If Indicating “MA&.~ you must describe why the standardis) are not apolicabie to vour agency:




Requirement B. HCBS settings (cont.)

« Standards a-f include
—All HCBS services

« Standards g, h, I, m, n include HCBS services that are
— Provider-owned, provider-controlled™
— Residential settings

« Standards i, j, k include HCBS services that are
— Provider-owned, provider-controlled *
— Non-residential settings

* The definition of a provider-owned and controlled
setting is included within Section C — Ill. Requirement B.



Requirement B. HCBS settings (cont.)

Requirement B. “g.” through “n."” applies to services in
provider-owned or controlled settings. As indicated in the
approved statewide transition plan (STP). services are
provider-owned or provider-controlled if the following
conditions are present:

If the HCBS provider leases from a third party or owns the property, this
would be considered provider-cwned or controlled. If the provider does
not lease or own the property, but has a direct or indirect financial
relationship with the property owmner, it would be presumed that the
safting was provider-controlled unless the property cwner or provider
esiablishes that the nature of the relationship did not affect sither the
care provided or the financial conditions applicable to temnanis. If the
member leases directly from the third party that has no direct or indirect
financial relationship with the provider, the property is not considered
provider-owned or controlled. Rezponse Options:

4. In provider-owned or provider-controlled setting, each
member has privacy in their sleeping or living umnit

Agency Consumer-Dirscted Attemdant Care (CDAC) [] ves [] No [] Ma
Assisted Living Senvice |:| fes |:| Mo |:| A
Residential-Based Supported Community Livimg [] Yes [] No ] WA
Supporied Community Living (SCL) Yes No MIA

Habilitation Services

Home-based Hahilitation [ Yes [0 No ] nea




Requirement B. HCBS settings (cont.)

 Aresponse of “Yes” indicates that the provider can
demonstrate evidence of compliance through various
agency policies or procedures

— Evidence may include member service plans, service
contracts, lease agreements, member assessments,
activity calendars, service documentation

« A written policy on HCBS settings and integration is not
currently required, but recommended

« Additional resources can be found at the HCBS Settings
Transition webpage



Section E — Guarantee of Accuracy

r bkl Bk R T T ey [t ———

as initiated by randam sampling or as a result of a compiamt NOTICE: ‘Aihy'i:-amnn tlmt submits a
false statement, response, or representation, or any false, incomplet
may be subject to criminal, civil, or administrative liability.

Start and end date that provider's
mast recent accreditation isvalidl.
(ig-5/15/2010t05,/31/2013)

Indicate which accreditation, kcensure or cedification held, ncluding those which

HCBS. Inchude dates of aw&cﬂ:ﬂmﬁcensuremerﬂﬁcﬂﬁun for each i (MY begin — RS
&nd]. —

B counci m.&ccrudhﬁlu O Departmert of Inspections and Appeals

O carfF Internationsl O The Joirt Commission (TJC)

O lowa Departmert of Public Healh 0 Chapter 24

O HCBS Cerdification O Ctker:

O The Council on Guality and Leadership {CGL)

Is your organization in good standing with the accrediationficensing/cerifying wgﬂitﬁlian?(jf!— Yes [
"—\_\_\_\_‘_'_,_:—"

i your organization received less than a three year accreditation certification, the review results and
corréctive action plan must accompany the completed 2076 HCBS Provider Quality Maxagement Saff-
Assessment,

———————— \

|z thiz organization in good standing withthe lovea Secretary of State's Office? _ﬂ____,,i"ﬁ! Yes O no

Does your organization attest to being compliart withHCBS Settings Rule 4 B
441 T10(a), or have a plan to come into compliance withthis rule prior i i O Yes O Mo

i your organization is not currently fully in compliance provider-owned and
provider-controlled settings, your of ganization m compliamt with HCBS

ver “yes" if areregistered withthe
etary of State and youare currently

Answ
cl
ngood standing http -/ fsos iowa gov!

I_N-I-l
in

Frovider' s answer " es” ifthey received
the highest | evel of accreditation
If"No”, corrective action plan available Answer "No” ifthey received
must be incuded anything lessthan highest leveal and
corfrective actionwas required 1f
answeringno, they also send copy of
report and CAPR,




Section E — Guarantee of Accuracy
(continued)

» Accreditation/Licensing/Certification needed to provide
enrolled HCBS services

— |Include start and end dates of
accreditation/licensure/certification

= Signatures
— May be signed digitally
— Self-Assessments without signatures will be returned
— Factor in time to obtain signatures

— Indicate if your agency does not have a board of
directors



Timeliness

Due by December 1, 2016

Implementation of corrective action to address current
CFR, lowa Code, and |IAC standards must be completed
within 30 days of the date in Section E.

For any areas relating to HCBS settings per 42 CFR
441.301(c)(4) and 42 CFR 441.710, corrective action
must identify how providers will come into compliance on
or before March 17, 2019.

Failure to submit the required 2016 Quality
Management Self-Assessment will jeopardize your
agency’s Medicaid enroliment.



Self-Assessment Submission
New for 2016

Self-Assessment will be submitted electronically via
email attachment as one complete document

— Use “Submit” button at the end of the document

Include supporting documentation from accreditation,
only if needed (See Section E — Guarantee of Accuracy)

« Should attach accreditation reports to the same email
as the self-assessment to prevent separation or loss
of documents



Self-Assessment Submission
New for 2016 (cont.)

Personal and Home Care Aides

Often called direct support pmf%' Send Email L — w

implementing a behawvior plan,
providing a range of other person;
homes, residential facilties, or in
other non-medical manager.

Send Using

(@ Default email application (Microsoft Outlook)
Number of perscnal and h
1 Use Webmail
Home Health Aides

Home health aides typically work
supervision of a medical professic
residential facilities, or in day proc
bathing, dressing, and grooming,
checking pulse rate, temperature,

Number of home health aill

Select

M HRN e

Nursing Aides

Most nursing aides have received
certification as a Certified Nursing
nursing aides provide hands-on ¢
and nursing care facilities, althoug
Nursing aides often help memben
respiration, or blood pressure, as:
emotional conditions.

Number of nursing aides (inEliding con

[T Remember my chaice

T

[ Continue ] l Cancel

SUBMIT

1-4547 (Rev.10/18) Page 25 of 25



Self-Assessment Submission
New for 2016 (cont.)

Ta... |dhs hchs qi

= | c.. ||

Senqd

Subject: |F::|rm Eeturned: 470-4547 (3).pclf

Attached: |',l 470-4547 (3i.pdf (973 KB

Form Returned: 470-4547 (3).pdf

The attached file is the filled-out form. Please open it to review the data.



Settings Data Collection
New for 2016

* As indicated in the department’s statewide transition plan
to the Centers for Medicare and Medicaid Services
(CMS), information on HCBS service setting sites will
continue to be collected and analyzed.

« Upon receipt of the completed 2016 self-assessment,
the regional HCBS specialist will email the provider an
electronic form and instructions for submission



Settings Data Collection
New for 2016 (cont.)

* The form is a Microsoft Excel file

— Select “Enable content” if a yellow bar comes up at
the top

: L T— R —
FA™ B B R ' Provider SA Address Template
Hame Insert Fage Layaut Farmulas Data Review View
= A Cut we | Es o :
£ & Calibri 11 A A ===l $-  SiwrapTet Ge
- =% Copyi T — | =
Paste ; - PG o - ﬁ - = = = ;E = :+_a_- aroe 2 O .-
- j Format Painter B I U = & — - - = 3 ;3 MisEae S Cente $
Clipboard ) Fant u Allgnment
[ !:,' Security Warning  Macras have been disablec. ' Enable Content |
D24 v f |

A | B | ¢ || E | F | & | H | & |

Address Entry Form

Lo | Lad o P | =



Settings Data Collection

New for 2016 (cont.)

Insert

Page Lavout

"‘3 % Cut

53 Copy ~
Faste
- - Format Painter B 2- 1

Clipbaarl (]

Calibri

Fant

Farmulas
11 - A A

B A

Data

Review

Provider SA Acddress Template (Autosaved) (3) [Read-

Wiewr

Only] - Micrasoft Excel

-
Site Addresses

= £ |

A | B | €

Address Entry Form

[

woee (e o [ w s |

23

25|

1l

4 < b ¥ Address Entry Form  Office Locations - Service Locations

Type of Location

MPI

Agency Mane

Conkact Person

Site: address

— Cffice Location

Gffice Hours

Monday

Tuesday

WWednesday

Thursday
Friday
Saturday
Sunday

ity
State | 4 Zip Code |
[~ Service Location
Location Mame |

—

Type of Service Location |

Type of Residence |

Is the location provider controled or owned?

Mumber of members who receive waiver services in location |

For residential sites with five or more members, is the ite licensed by
the Department of Inspections and Appeals or otherwise approved
by the IME

Mo

€ Yas  na

Submit Location

Clear |

Exit |

Farmat




Settings Data Collection
New for 2016 (cont.)

* Pop-up window will automatically open with the form to
enter data
— The Excel spreadsheet remains open in the
background and information submitted in the form will
populate to the appropriate tab “Office locations” or
“Service locations”

— If the Address Entry Form is closed using the red “X”,
it can be opened again by navigating to the tab
“Address Entry Form” and clicking the button with the
same title. Continue entering data on the form where

you left off.



Settings Data Collection
New for 2016 (cont.)

Type of Location: Office Type of Location: Service

i au - E & == N . 5y ==
Ties of LECAH e - Tea o Locatian Sk
RiFL R
Apndy B Agurey Hare
Conksg P50l okt Pusan
e Addie Sta Aiddran
iy
e ™ L] e D Coda
Pt LD AR Sorac Locatian
HTRE HE Locatior Harse
Py - Typa of SarvenLocatian [T
Tipcriow Typa of Arsdarsce
b
L — Ju tha erabicn & corkr RTE
Thesrsdiee Frem
Frsday X b mibwrs o rac A B atian
naday
:s Par eakdertial b vith Hve or nore reenbers, et i karesd
Jedy [T o sl mppoeed
HE
s "
Subret Locwdion (= SUbNE, LEmn aF




Settings Data Collection
New for 2016 (cont.)

« Submit all office locations and service provision
sites for services identified in Section B, not
including respite

— Including member addresses if services are provided
In the member home’s

— Submission of the self-assessment will not be
considered complete until this component is received

* Information on service sites and addresses will NOT
be accepted prior to the HCBS specialist requesting
it and should be submitted via the approved form
only



What to expect following submission

« Save settings data collection form and email as an

attachment to your HCBS specialist by December 1,
2016

* Providers will receive written letter of acceptance by IME

* |Incomplete submission

— |f areas of the self-assessment are incomplete or
corrective action was not identified, the provider will
be notified and the self-assessment must be
resubmitted

— The December 1, 2016 due date still remains



HCBS Support

* Where to find more information/support

— Website
http://dhs.iowa.gov/ime/providers/enrollment/provider-
quality-management-self-assessment

* Frequently Asked Questions (FAQS)

» Self-Assessment Training Slides

* Link to regional specialist map

» Archived Self-Assessment resources
— Informational Letter No.1729




IME HCBS SPECIALIST OVERSIGHT REGIONS

Julene Shelton-Beedle s e | Pman | B M | e (563) 82-5658
zbelte irdhs state inmy : Fala '
T o Erian ay ARn Camy: Fosm
South Dalota
Fymewth | Cherstes | Busng Harbaich | Wi
Rebecca Vogel vints
(319) 266-6788
rvogeliadhs state ia ws Wesst=t | Homirion
m‘h
T CrEwrd | oore) Creans
B
Liza Fonzh
(515) 974-2021
Iromshi dbs_state.ians

Emily Roth
(515) 334-5514
erothiadhs state.iaos

T g ey

s "B
14l It el vy, .
. > i - 1
AT e s e o || =5
\ 2= i3 | [t
v [
- : /
- o -
2 -

S oear | wapre
o | l |

eneral IME HCES Correspondence = I
TAE Incident and Complaint Specialists 100 Army Dost Road IMF HCBS Operations Manager
515) 074-2038 Dres Moines, Iowa 30313 {515)256-4831
(515) ) Fa: 515-725-3536 smiller] @dhs stateians
lkchevalindbs sfatein.ns Waiver wait list'siot guestions

wamerslotigxdhs st s us
Bsinidhs state ja s © Complaints and Incident report follow-un
bchewaiverizdhs state fa us : Genaral HCBS questions
Revised 7/13/18




Additional Resources

 (Centers For Medicare and Medicaid Services
http://www.cms.qov/

* lowa Code and lowa Administrative Code (IAC):
http://search.leqgis.state.ia.us/nxt/gateway.dll/ic?f=templat
es&fn=default.htm

« HCBS Settings Transition
http://dhs.iowa.gov/ime/about/initiatives/HCBS




Additional Resources (cont.)

« Informational Letter sign-up on IMPA homepage:
https://secureapp.dhs.state.ia.us/impa

* Archived Informational Letters
http://dhs.iowa.gov/ime/providers/rulesandpolicies/bulleti
ns

* Provider Services:
http://dhs.iowa.gov/ime/providers
imeproviderservices@dhs.state.ia.us
1-800-338-7909 (toll free) or 515-256-4609 (Des Moines)
Select Option 4




* Send questions to:

ncbsqgi@dhs.state.ia.us
Subject: 2016 Self-Assessment




